The properties necessary for the acid alcohol fastness of tubercle bacilli are an intact cell or the lipoidal portion of the cell mycolic acid or both.5
Discussion
The properties necessary for the acid alcohol fastness of tubercle bacilli are an intact cell or the lipoidal portion of the cell mycolic acid or both.5
Nyka67 has previously shown that periodic acid oxidation of tubercle bacilli during fixation and on paraffin sections caused them to stain strongly by the methenamine silver and Ziehl-Neelsen techniques and that without oxidation the stain was poor or negative. Whether the stain is intensified by the oxidation of the ethylene groups of the organisms' unsaturated lipids8 or by the oxidation of the polysaccharide constituents of the bacillus to form aldehydes stainable by basic fuchsin is not known.
In this experiment, which was performed with epoxy resin sections, the same results occurred. It was also found that bromination for longer than 60 s produced a negative stain which could not be reversed by oxidation. Bromination for 30-60 s and subsequent oxidation produced a positive result. It follows that it is essential the tissue remains in the bromine vapour for the shortest possible effective time.
It seems probable that mycolic acid is extracted by the presently used resin solvent ethanolic sodium hydroxide or blocked in the case of bromine.9 It 111 seems probable that the positive result after oxidation is dependent on the structure of the intact cell rather than the mycolic acid. The serum samples used for testing were from neonatal cord blood sera and from routine blood donors. Samples were stored frozen at -25°C until tested.
Results
One hundred and thirteen samples were tested by both the indirect haemagglutination assay kit method (macro) and the modified (micro) technique. Concordance was 100%.
Twenty one sera were titrated in CMV antibody negative sera from 1/6 to 1/1500 and retested at each dilution by both the micro-and macrotechniques. There was no significant difference in sensitivity between the two different methods.
One hundred and ninety six neonatal and 173 donor sera specimens were tested by both the enzyme immunoassay and micro indirect haemagglutination assay techniques (Table) assay. Of four enzyme immunoassay positive, micro-indirect haemagglutination assay negative sera, three were negative by immunofluorescence assay and one was positive. Micro-indirect haemagglutination assay and immunofluorescence assay thus give very similar results with respect to enzyme immunoassay discrepancies. The micromodification, using smaller amounts of reagents, resulted in considerable cost savings. From the standard 100 test kit, about 1500 tests could be performed.
Discussion
Booth, using the method of Yeager,8 found the indirect haemagglutination assay method to be the least satisfactory in comparison with enzyme immunoassay and radioimmunoassay. Other workers" have found the indirect haemagglutination assay more sensitive than the enzyme immunoassay, while Castellano'2 found both tests in close agreement. In our hands the micro-indirect haemagglutination assay compared favourably with results obtained by enzyme immunoassay and immunofluorescence assay techniques, methods well recognised for their sensitivity.
Micromodification of commercially available test kits can often reduce the cost of each test by a substantial factor.'3 1" The micromodification described allows testing for CMV antibodies without loss of sensitivity or specificity. This should now permit CMV antibody screening of donor blood economically and efficiently.
Addendum
Owing to recent manufactureirs modifications to the Cetus assay kit we now find the kit cells need to be reconstituted in Cetus buffer, left at room temperature for 2 h, centrifuged, the supernatant discharged, and the original volume reconstituted with fresh Cetus buffer. Reactions should be read at 10 min and an agglutination free pattern indicates a negative result. Equally satisfactory results to those described in this paper can be obtained with this modification. of 410 ag/cell (heart) and 73 ag/cell (spleen). Those who had not been transfused had a mean serum ferritin of 160 ,ug/l, with a mean erythrocyte ferritin of 239 ag/cell (heart) and 33 ag/cell (spleen).
Letters to the Editor
These values represent a significantly higher serum ferritin concentration in the transfused group (p < 0-001), but there is no significant difference for either type of red cell ferritin. When only the 24 patients who had no transfusions are considered, 17 had serum ferritin concentrations in the normal range (below 300 ,ug/l), but of these seven had abnormally high concentrations of both heart and spleen type erythrocyte ferritin and two had abnormally
